deviation from normal pregnancy, the difficulty attending its diagnosis, the protean changes it may undergo during its development, as well as the marked risk both to mother and child, render it one of the most important subjects for his investigation. Although many observers have been in the field, and much has been added to our knowledge through their valuable investigations, the number of points on which even elementary information is needed is very great. Of these the most clamant is an anatomical one.
We do not know to a demonstration what is the site of advanced gestation and what stages it has passed through prior to this, although some important links in the chain have been found by Dezeimeris, Lawson Tait, Werth, and Frankel.
The authors have examined frozen sections of two specimens?
the one a four and a half months' extrauterine pregnancy in situ in the bony pelvis; the other an entire cadaver with advanced abdominal gestation.1
One important point is in regard to the method of investigation adopted. Ordinary anatomical dissection of specimens removed from the body in the ordinary way is notoriously defective and unsatisfactory, and has led to several specimens being described erroneously as ovarian when they were really in the broad ligament. The only accurate way to study such is to do so by frozen sections of the entire cadaver, or at any rate of the specimen still in relation to the bony pelvis. We thus see peritoneal relations undisturbed, and can without much displacement examine the entire sections by a method of modified dissection.
The first specimen had advanced to between the fourth and fifth month. Dr Hart saw the patient for the first time in the Buchanan Ward of the Eoyal Infirmary, and found her with a tumour the size of a cocoanut in the site of the right broad ligament, and reaching from the right iliac margin to the region of the rectovaginal space, which bulged down markedly. The uterus was displaced to the left side, as well as upwards, and was about the size of a two months' pregnancy. From the history of five months' amenorrhcea, and the occasional attacks of fainting and pain during that time, there was no difficulty in coming to the conclusion that we had here to deal with an extrauterine gestation developing between the layers of the broad ligament. Two days after, the patient collapsed markedly, evidently from rupture of the sac and loss of blood. Eight hours afterwards, when she had somewhat rallied, an exploratory abdominal incision was made to see if anything could be done. Blood poured out whenever the peritoneum was opened, and on passing the fingers in, rupture deep down through the posterior lamina of the broad ligament was found, a condition which did not admit of removal of the sac, inasmuch 1 While this paper is a joint production, the anatomy of the extrauterine pregnancy has been undertaken by Dr The kidneys are enlarged, and the calibre of the ureters and pelvis of the left kidney greatly increased, the ureter being irregularly dilated in its course towards the bladder (hydronephrosis).
The stomach was almost empty, containing only a small quantity of fluid food. In the mesial section its pyloric end was cut through (Fig. 3 , IE), being bent backwards and to the right. The duodenum is seen embracing the head of the pancreas opposite the twelfth dorsal and first lumbar vertebrae. The small intestines were matted together and pushed over to the left in the abdominal cavity.
The transverse colon, which was distended with gas and contained very little fecal matter, together with the great omentum, was adherent to the abdominal wall in front. Its under surface was greatly thickened and firmly adherent to the foetal tumour, Fig. 3 Peritoneum.?Owing to the surfaces of the peritoneum being more or less adherent, it required great care to trace its general relation. In the mesial section it will be seen to be reflected from the inner surface of the anterior abdominal wall on to the front of the uterus at the upper level of the pubes; the bladder lies below the lines of reflection, and is deficient of a serous covering. The front of the enlarged uterus is covered for a short distance, and the peritoneum is there reflected on the foetal capsule. The uterus, for about 4 cm., projects into the cavity of the capsule, this portion of its surface being rough and deficient of any serous investment.
The foetal capsule is seen to be enveloped in front and above, and behind the membrane is reflected on to the rectum at about the level of the fourth sacral vertebra. On the left side the peritoneum passes from the left iliac fossa and covers a small portion of the upper part of the body of the uterus, and from this is reflected on to the capsule, forming a fold in which the left Fallopian tube and ovary are enclosed. The relations of the peritoneum to the other organs do not require any special remark.
On the right side the peritoneum is lifted up. The foetus has thus developed beneath the peritoneum, elevating the folds of the broad ligament after distending them, and in its upward growth stripping the peritoneum up from the right side of the anterior abdominal wall for a distance of 7f in. above the pelvic brim. Posteriorly the deepest portions of the pouch of Douglas lie at the level of the fourth and fifth sacral vertebrae.
The foetal capsule and its contents are found to extend into the hypogastric, umbilical, lumbar, and right inguinal regions.
The Sac can be studied in all its relations in the sections.
Microscopical examination of its walls were made at various points?viz., at its uppermost portion, and also at the anterior abdominal wall below the peritoneal reflection (Plate II., Fig. 4*) .
In The diameter of its long axis is 13'5 cm., and its average anteroposterior measurement is 7*5 cm. Around it is a thin investment of connective tissue, and it is firmly attached at points, especially in front and above, to the surrounding capsule by bands of vascularized tissue. In the right sections a cavity is seen between the capsule and the placenta, which was filled with a mass of grumous blood and gases of decomposition, the position of which corresponds to a well-defined darkening of the skin of the anterior abdominal wall, as if the patient had suffered from a severe blow or fall.
The foetus weighed 2 lbs. 4 oz. without the umbilical cord. It was fairly well nourished, but decomposition had commenced, especially at the lower part of the abdomen. Around the body and flexed extremities it measured 13? inches in circumference, and around its long axis 18f inches. The head was covered with hair, and the nails were well developed. The position of the foetus was peculiar?the face looked directly upwards, the head was bent abruptly backwards, and both thoracic and abdominal cavities were greatly flattened antero-posteriorly. The right arm and forearm were bent backwards, and rested along the right side of the head, the wrist and hand being flexed. The left arm was rotated inwards, and rested along the left side of the body, and the hand was flexed in the concavity formed by the extended back of the foetus. The right thigh was twisted round, and the knee flexed so that the anterior surface of the leg looked backwards, the foot being turned outwards and abducted. The left thigh and left ankle were extended, the knee was flexed, the sole of the foot looking upwards. The general arrangement of the body and limbs will be better understood by shortly stating that the head being sharply bent backwards and the trunk flattened and extended, a concavity was formed behind, in which the extremities were more or less situated. The internal antero-posterior measurement of the thoracic and abdominal cavities had an average measurement of only 3 mm. No examination of the internal organs of the foetus was possible from the decomposition which had set in, and the saw having passed through the body three times while making the sections.
From the umbilicus the cord passed upwards to the placenta between the latter and the posterior surface of the capsule.
Development of foetus corresponded to about the seventh or eighth month. We defer at present full consideration of the changes on the placenta, but give a brief account of the results so far.
It has often been thought that the moot points in the structure of the placenta might be cleared up by an examination of the placenta in advanced extrauterine gestation. Here, it is argued, we have the peritoneum taking the position of the serotina of the uterus, and therefore a comparison of the placental structure in normal and abnormal implantation should throw light on, for instance, the origin of the intervillous spaces, whether really maternal and filled with blood.
The results in the specimens are as follows:?In a Fallopian-tube pregnancy at the second month, the villi were seen embedded in many and large cells analogous to the decidual cells of normal pregnancy. No sinus system was present, except enlargement of the veins in the muscular coat. The normal Fallopian tube near was also markedly infiltrated with cells, and wherever villi were the columnar epithelium of the mucous membrane had disappeared.
In the advanced gestation the placental structure had been evidently undergoing a destructive process.
The villi lie in organized blood-clot, with abundant blood crystals, and are atrophied and irregular in outline. There is nothing comparable to the intervillous system of the normal placenta, nor to the beautiful and large cells found in the serotina near the villi. The On the motion of the President, the discussion was postponed till the beginning of next session.
